exposures for the outcomes of ED medical imaging use (XR, CT, US, MRI, Any Imaging) among adult patients with a listed race/ethnicity in the data source. We controlled for other potential patient-level and facility-level determinants of ED imaging use in our analysis of the odds of receipt of imaging in the ED.
Study Objectives: Improved communication between providers and patients during an emergency department (ED) visit can mitigate negative perceptions of the clinical delays patients often experience. Pilot data at our institution suggested patient satisfaction could be improved by utilizing a standardized form to inform patients about their care plan during their ED visit. The goals of this study are to evaluate if patients perceive written communication to be more informative, and encounter more satisfying, than verbal communication alone by providers regarding their ED clinical plan of care.
Methods: This study was performed in an academic, urban, tertiary care ED with an annual volume of 100,000 adult visits per year. Our ED utilizes a split flow model to promote throughput and evaluation of lower and high acuity patients. A convenience sample of patients evaluated in both low and high acuity areas of the ED over a 1-year period was included. Volunteer research assistants accompanied providers during patient encounters and completed plan of care forms for patients. These forms contained pertinent information for patients, including providers' names, laboratory or imaging studies ordered, NPO status, and estimated wait times for results. At the end of the visit (either admission or discharge), study patients received an in-person survey regarding their experience during the ED visit. A control group, who did not receive the form, was also surveyed about their experience. Primary outcomes were 1) Overall satisfaction with one's care, 2) Feeling involved in one's care, 3) Feeling informed about one's plan of care, and 4) Quality of communication with providers. Chi square analysis was done for bivariate relationships, and t-test analysis was used for comparison of continuous data between groups. A p value less than 0.05 determined statistical significance.
Results: A total of 711 patients participated, 303 (43%) of which received the plan of Care form during their ED visit. There were no significant demographic or clinical differences between intervention and control groups or between study participants and our general ED population. Mean patient satisfaction scores were similar between groups (9/10 intervention versus 8.9/10 control). Those receiving the form rated provider communication significantly higher (9.30/10 versus 9/10, p¼0.024). Those receiving the form also felt significantly more informed about their care (73.5% versus 60%, p<.001). Patients who received the form also felt significantly more involved in their care (97.4% intervention versus 94% control, p¼0.027).
Conclusions: While overall satisfaction was high among our patients, instituting an informative, personalized document detailing their plan of care resulted in an enhanced patient experience in this study. In the future, these forms will be integrated into the clinical workflow for all patients in our ED.
Early Identification of Septic Shock Patients and Timing of Antibiotic Administration After System and Process Redesign at an Academic Medical Center's Emergency Department
Stonewall H, Baack K, Zeger W/Nebraska Medicine, Omaha, NE Study Objectives: Assess emergency department (ED) pharmacist-driven sepsis identification tool and its impact on CMS Sepsis Core Measures.
Methods: This institutional review board-approved, prospective cohort study included patients with septic shock. An electronic medical record (EMR) screening tool identified patients presenting to an academic medical center. The tool identified patients presenting with a systolic BP <90 mmHg AND lactate >2.0. An ED-based pharmacist reviewed patients the tool identified. In collaboration with the treating physician, it was determined if the patient had a possible source of infection. If so, pharmacist expedited antibiotic and fluid ordering/delivery to bedside. The tool was evaluated for sensitivity, specificity, and positive/negative predictive values. Comparing a similar retrospective cohort, times to antibiotic and fluid administration were assessed.
Results: During the 2-month study period, the tool identified 62 patients. Tool sensitivity was 93% (95% CI:75%, 95%), specificity 99.4% (95% CI: 99.3%, 99.6%), positive predictive value 42% (95% CI: 30%, 55%), negative predictive value 99.9% (95% CI: 99%, 99.99%). Mean door to antibiotic administration time was 122 minutes versus 174 minutes in the historical sepsis cohort (p¼0.021). The percentage of patients receiving antibiotics within 3 hours was 80% versus 62.5% (p¼0.37). The percentage of patients receiving a 30 mL/kg fluid bolus within 3 hours was 45% versus 25% (p¼0.42).
Conclusions: Implementation of an EMR sepsis identification tool in collaboration with an ED pharmacist improved door-to-antibiotic time and compliance with CMS Sepsis Core Measures. 
